The problem
From the beginning of the National Health Service the organization for the reception, treatment and after-care of accidents and emergencies in all specialties has been limited. This fact did not arise from defects in training or lack of interest by the medical or nursing professions. Indeed a large number of surgeons who took up orthopaedics after the war had received a great part of their training in accident work and it seemed natural to return to a civilian occupation which would include the skills which had been learnt over the previous bitter years. It is certain that the scope of the anaesthetist was not appreciated at that time and the facilities for work which is now carried out in the intensive care units was poor or non-existent.
Work in casualty can be a challenge which is full of interest, offering excellent training in most branches of medicine; spiritually rewarding but often mentally exhausting; very exacting yet thrilling when success in an emergency has been achieved and an experience of such importance that the Royal College insists on a period in this department as an essential part of pre-fellowship training. How has it come about that this appointment is thoroughly disliked by most doctors, being the chore which must be performed by a junior doctor in training in a rotation scheme through the highlights of general surgery, general medicine and gynaecology? Why should a training post with this wealth of clinical experience be the cause of threatened resignation or the factor which may prompt the prospective candidate to avoid an appointment which includes 'a few sessions covering casualty during the evenings '? Although many advances in diagnosis and treatment have taken place in recent years, changes in the organization and structure of casualty have been slow to follow. There are many reasons why this department has been neglected for so long. There is the major problem of night and weekend duty and the unattractive proposition of doing 'general practice' work for hospital rates of pay. There is the problem of legal responsibility for errors made under the pressure of multiple examinations and admissions. All too often there is lack of participation, supervision, and teaching from consultants who form the pillars of the peripheral major Hospitals. These It is important for the College of Physicians and the general practitioners to encourage their graduates to participate in the running of the casualty department. A few months spent in this work soon after qualification would be most valuable. As a more permanent appointment it must be understood that very few general practitioners will be encouraged by their partners in group practice to accept more than one session in hospital at the current remuneration. However attractive this contact may be from many angles the financial drag must not extend to two sessions or the practice will suffer. Night duty and weekend work holds little attraction for anyone but it is a time when more than 50% of the new cases are seen (Parry et al., 1962) .
The question of the appointment of full-time consultants to work in casualty is under consideration by the Department of Health at this time. If these new posts could improve the staffing, supervision and organization ofthe hospital 'shop window' without dividing responsibility they might perform a great service but only if two important requirements are accepted Firstly, that these consultants should work in casualty, and secondly that they should not delay the immediate transfer of patients to the specialty which should carry out the definitive treatment. It is certain that consultant remuneration will be most attractive to a large number of overseas graduates very many of whom have higher qualifications. These doctors whose entry and further training in U.K. is becoming more restricted by their own governments will no longer have the insecurity of tenure of the senior house officer or registrar grades. They will be independent of home rule and with conditions superior to the senior house officer there should be a great response for these new posts. It The orthopaedic surgeon must play a greater part in the organization and operation of the accident service. This work must not be left to the resident staff to fit in when they are fortunate enough to find a vacant theatre and a duty anaesthetist.
There must be special theatres, definite times for out-patient and in-patient work and realistic continuity in treatment for accident cases. This would not only improve the accident service but would also stabilize the orthopaedic department. All too often cold lists are stopped by emergency admissions and operations have to be cancelled, ward rounds are interrupted by demands from casualty and orthopaedic beds are taken up by accident work. It is important to share the time and the facilities in our departments so that sufficient personal attention is given to both sections of our work.
The problem of surgery for accident cases is associated with both the lack of theatre space and anaesthetic cover. Usually no theatre sessions are specifically set aside for accident or emergency work and the anaesthetic department has difficulty in meeting the conflicting needs of emergency work. In Portsmouth, alterations have been made to divide working hours, clinic space, theatres, beds and supporting facilities between three teams of three surgeons, and a fourth consultant. Each team, which consists of a consultant, a registrar and a senior house officer, will do in rotation, 1 week on accident duty and 2 weeks with the orthopaedic service. There is no difficulty in the primary supervision or treatment of accidents in either the orthopaedic department or casualty for these two are situated next to each other in the same building. The 
Area organization
In the treatment of special problems it is essential for some consultants and their high cost departments to be organized on a regional basis. Accidents requiring the services of the neurosurgeon, the thoracic and faciomaxillary and the plastic surgeon, or the intensive regimen of the burns unit must be supervised from a central point in the region. This will usually be done from a town which, because of its geographical position, accessibility and importance, is the county capital or university town. In this region, Southampton is the obvious choice.
These area specialist centres should serve a population of between 1J and 3 million people, they should if possible, be no more than 30 miles from the furthest big town. They should be on the edge of a town, on the intersection of fast roads. A helicopter landing area is needed.
It is wrong to provide these treatment centres with all their complex facilities and staff in more than one of the big towns. The highly specialized buildings and equipment are too expensive for anything but area commitments, and the continued experience, research and the training of all grades of medical staff is only possible in units where a large number of cases are being treated.
This centrally placed area town must also have the first-aid rooms and the accident centre or casualty department already described. These should be quite independent from the specialized area units which will accept serious cases from all the big towns under their care after discussion over the telephone between the two consultants concerned.
The area centre should only admit cases from accident centres. These patients will be either recent untreated injuries or burns which are in need of extra special care and who are fit to travel, or those patients who have already had their primary emergency operation and who now require definitive surgery. It is essential for all surgeons to understand the importance of selected intake, and early discharge to the centres of origin. The high cost beds at the area centre must never be blocked by convalescent cases for the pressure of work through them must be great to justify the expense. The surgeons in these specialized area centres have two inter-related tasks. Firstly the treatment of referred cases within their own units and secondly by tactful co-operation, instruction and visits to the peripheral centres, help to improve the standard of treatment in their specialties in the big towns within their region so that the appropriate patients may be treated in the correct place at the right time.
Conclusion
For years it has been said that casualty departments must be reorganized. The need has become urgent following the withdrawal of many immigrant doctors from this country. It is suggested that the change in name from 'casualty' to 'accident and emergency' has done harm as it has confused the priorities without altering the structure of the department.
Although the accident centre must be under the combined supervision ofthe anaesthetic, orthopaedic, general surgical and general medical consultants a large part of the work in a casualty department is neither accident nor emergency. It is this group of patients during night duty and weekend sessions who create the problem. There is a world shortage of doctors so the hospital casualty departments must be staffed either by making this work compulsory in medical training, or by attracting doctors who would otherwise stay overseas, go overseas, or qualify for general practice. Consultant status would achieve the second requirement, but it is absolutely vital to avoid overlap with other specialties and to ensure the most rapid transfer of patients to the correct department where definitive treatment is to be given. There must be no delay and no division of early responsibility for all admission to hospitalfrom the casualty department.
In Portsmouth, greater consultant participation from all four specialties might increase interest and efficiency. An attempt is being made to share the urgent accident and emergency orthopaedic admissions between three teams of orthopaedic surgeons so that each may concentrate on the accident service for one week in three. This should prevent the disorganization of routine orthopaedic work by emergencies, and ensure that acute orthopaedic and accident patients will receive their fair share of consultant supervision.
